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FOREWORD

Health, United States, 1976-1977 is a report
by the Secretary of Health, Education, and Wel-
fare to the President and the Congress of the
United States. The report is the second in the
series mandated by Public Law 93-353, the
Health Services Research, Health Statistics, and
Medical Libraries Act of 1974.

This is a report in fulfillment of the statutory
requirement that the Secretary, acting through
the National Center for Health Services Re-
search and the National Center for Health Sta-
tistics, and with the advice of the United States
National Committee on Vital and Health Statis-
tics, compile a report on health care costs and
financing, health resources deployment, utiliza-
tion of health services, and the health of the
population. In selecting statistical information
for inclusion in the joint report, the major cri-
terion was relevance for policy and administra-
tive decisions with respect to the allocation of
Tesources.

With the rapid increase in expenditures for
medical care and the increasing proportion paid
for out of public funds, resource allocation de-
cisions are critical. For many years, about 25
percent of the health expenditures came from
public funds; with the implementation of Medi-
care the proportion started to rise reaching 42
percent in fiscal year 1976 or $269 for every per-
son in the United States.

The expanding role of public funds raises
issues of accountability. The thorough analysis
of alternative policies and the evaluation of the
impact of programs are imperative. This report
is intended to provide a statistical basis for such
analysis and evaluation.

Considerably greater attention has been de-
voted to the analysis and interpretation of the
statistics in the present report as compared to
the 1975 report. In response to feedback regard-
ing the 1975 report, from both the Executive
and Legislative Branches, analytical chapters
have been added, data tabulated in ways not
heretofore available, and a glossary and descrip-

tion of data sources incorporated. In every case,
since an omnibus report can only touch the
surface, there are references to sources where
more extensive information can be found.

The report is divided into two parts. Part A
consists of four analytical chapters that permit a
more thorough examination of selected impor-
tant and timely aspects of health and health
care and an opportunity to delineate relation-
ships not readily discernible in the detailed ta-
bles. Part B consists of 180 statistical tables with
short expository text, brief descriptions of the
data sources, a glossary, and a guide to the tables.

One chapter in Part A is devoted to a specific
population, the elderly. People 65 years and
over, as a group, are subject to high rates of ill-
ness and disability; they use health care services
at a higher rate than any other age group. Pro-
jected growth of the elderly population will
place heavy demands on our health care re-
sources. Thus understanding of the need for
care, utilization of health services, and financing
of health care for this growing population group
is critical.

Another analytical chapter deals with a spe-
cific disease, hypertension. Although effective
therapy is available, hypertension remains a
public health problem of considerable magni-
tude. Newly available data, some of it published
for the first time in this report, may help to de-
fine more precisely the target population for
control efforts.

Another chapter discusses geographic varia-
tions in health and health care resources within
the United States. A traditional tool in epide-
miologic studies of disease, geographic data are
also needed for setting priorities for health pro-
grams in local areas. Included in this chapter are
data developed specially for the 212 Health Sys-
tems Agencies which are responsible for health
planning and resources development across the
Nation.

The final chapter in Part A is devoted to our
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current system of financing health care to high-
light problems facing policymakers considering
a national health insurance program.

The data presented in the tables in Part B
were the latest available when this volume went
to press. Many of the tables provide additional
data on the topics discussed in the chapters. For
example, there are tables of mortality rates,
utilization rates, and manpower and facility
levels by degree of urbanization which supple-
ment the chapter on geographic variation.
There are many tables where age is a variable;
these supplement the chapter on the elderly.
Other tables show updated or newly available
data on a wide variety of other topics. Tables
already available in Health, United States, 1975
are not repeated. The “Guide to Tables” is de-
signed to help the user find data on specific
topics and includes references to the earlier
volume when additional data on the topic are
available there. This approach permits a wider
range of data to be presented in these reports.

iv

Much of the data presented are derived from
the established data systems of the National Cen-
ter for Health Statistics. Data from other gov-
ernment agencies, especially other components
of the Public Health Service and the Health
Care Financing Administration, and from pri-
vate and professional organizations are also in-
cluded. The chapter on issues in national health
insurance draws heavily upon research con-
ducted or supported by the National Center for
Health Services Research.

Neither this report nor the companion chart-
book of selected data include all measurements
of health and health care that one might like to
have. Certain types of potentially valuable sta-
tistics are not collected because of budgetary
constraints, technical and methodological diffi-
culties, and privacy considerations. Nevertheless,
the statistical data assembled in this report pro-
vide considerable clarification in many impor-
tant areas of concern.



HIGHLIGHTS

Health Status and Determinants

The total population of the United States in
1975 was 213.5 million having increased only
0.8 percent or 1.6 million from the previous
year. The rate of natural increase in the 1970’s
is lower than it has ever been in the United
States.

In 1975 there were 22.4 million people 65
years and over. By the year 2000 there will be
31.8 million, and by 2030, as the last of the
World War II baby boom reaches age 65, there
may be 55.0 million.

The birth rate continued its decline with the
greatest decline among married women. Higher
proportions of married couples were using con-
traception, and they are using effective methods
with low failure rates.

The proportion of babies born to unmarried
women has increased because of the decline in
marital fertility. In 1975 there were about 450
thousand births to unmarried women. Over a
quarter were to young women under age 18
who probably did not finish high school; half
were to women under age 20.

The 1975 death rate of 8.9 deaths per 1,000
people was the lowest ever recorded in this
country, having declined by 2.9 percent from
1974. The age-adjusted rate for men was 1.8
times that for women; for people other than
white it was 1.4 times the white rate. Black
children under age 5 had a death rate twice as
high as white children.

The difference in life expectancy between
men and women has continued to increase while
the difference between whites and others has de-

creased. If 1975 death rates were to continue to
prevail over their lifetimes, white female babies
born in 1975 could expect to live 77.2 years,
other females 72.3 years, white males 69.4 years,
and other male babies 63.6 years.

About two-thirds of the deaths in 1975 were
caused by heart disease, malignant neoplasms,
or cerebrovascular disease. While death rates
from heart disease and cerebrovascular disease
have been declining, the death rate for cancer
has continued to climb slowly.

About two-fifths of the deaths of small chil-
dren aged 14 are caused by accidents; half of
the deaths of children aged 5-14 and 15-19 are
caused by accidents.

In 1975 approximately 32 percent of the chil-
dren aged 1-4 were not protected against measles
and 38 percent were not protected against
rubella. About 25 percent were not protected
against diphtheria-tetanus-pertussis and 35 per-
cent had no protection against polio.

Four-fifths (87 percent) of the civilian non-
institutionalized population were reported to be
in good or excellent health. Higher proportions
of both the aged and the poor were reported to
be in poorer health than the young and the
more affluent.

In 1974 almost 7 million people or 3.3 per-
cent of the noninstitutionalized population were
unable to perform what they considered their
major activity, 7.3 percent were limited in the
kind or amount of major activity, and 3.5 per-
cent were limited in other activities as a direct
result of chronic diseasés. In total, about 30
million persons had some degree of limitation
of activity as a result of chronic diseases. Heart
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conditions, arthritis and rheumatism, and or-
thopedic impairments were the major causes
of limitation of activity.

More than 23 million (18 percent) of the
adults in this country have hypertension. Only
45 percent of the people identified as being defi-
nite hypertensives reported that a physician had
ever told them they had high blood pressure
or hypertension.

Tuberculosis has dropped from one of the
major diseases in the early 1900’s to a relatively
rare disease today. Still the rate of tuberculosis
among blacks and other minorities is more than
4 times higher than among whites, and the rate
in large metropolitan areas is more than twice
that in small metropolitan and nonmetropolitan
areas.

The venereal disease rate has been rising
since 1960 and has reached epidemic propor-
tions. The 1976 data indicate, however, that
the rate for syphilis may have dropped a bit
since the previous year, and the rate of increase
in the gonorrhea cases may be less than pre-
viously.

At every age and for both sexes, death rates
are higher for people who smoke or who have
smoked in the past than for people who have
never smoked. Smoking has decreased among
adults and to some extent among teenaged boys;
however, there has been an increase in smoking
levels among teenaged girls.

According to skinfold measurement, about
13 percent of the men and 23 percent of the
women aged 20-74 are obese. About twice as
many people rate themselves as overweight
when asked.

About 22 million persons or 10.4 percent of
the population have experienced difficulty ob-

taining medical care, with the most common
problem being trouble getting an appointment.

Utilization of Health Resources

Differences in the amount of utilization of
health services between the poor and the non-
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poor that existed a decade ago have diminished,
disappeared, or actually reversed.

While the number of physicians per 100,000
people has been increasing, the number of
physician contacts per person (excluding con-
tacts while a hospital inpatient) has remained
about the same. Three-quarters of the civilian
noninstitutionalized population had at least one
physician contact in 1975.

When physicians assessed the seriousness of
the problem which caused the patient to visit
them, almost half the visits were for problems
rated as “not serious,” and another third were
considered only ‘“slightly serious.”

Proportionately fewer children other than
white, children from low-income families, and
children in nonmetropolitan areas saw a doctor
at least once during the year than their white,
higher income, and metropolitan counterparts.

Visits to emergency rooms accounted for 4.5
percent of all physician contacts in 1975 in
contrast with 2.5 percent in 1971. In 1975, 11
percent of all physician contacts of children
under age 15 in low-income (less than $5,000)
families were emergency room visits in contrast
with 5.7 percent in 1971.

Half of the population saw a dentist at least
once in 1975. Only 35 percent of the people
in low-income families (less than $5,000) had
at least one dental visit during the year in con-
trast with 65 percent in high-income families
($15,000 or more), and the high-income per-
sons reported twice as many visits per person,
2.2 vs. 1.1 visits per year.

People in families with low incomes are hos-
pitalized more often, and once hospitalized they
remain in the hospital longer than people in
families with higher incomes.

The hospital discharge rates for people 65
years and over increased substantially from 1965
to 1975 (from 264 to 359 per 1,000).

In 1975 diseases of the circulatory system
accounted for almost a third of the days elderly
people spent in short-stay hospitals and 26 per-
cent of their visits to physicians’ offices.
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Surgery was being performed at a higher rate
in 1975 than in 1965. A rate of 9,584 operations
per 100,000 persons of all ages occurred in 1975
in contrast with 7,785 in 1965, an increase of
24 percent.

The tonsillectomy rate (per 100,000 children
under age 15) declined by 46 percent from 1,642
in 1965 to 879 in 1975.

Only 14 percent of the noninstitutionalized
population are limited in activity because of
chronic diseases, yet these people account for
27 percent of the visits to physicians and 41 per-
cent of the days in the hospital.

By early 1974 over a million persons were
residents of nursing homes or facilities that pro-
vide some level of nursing care. The vast ma-
jority were elderly people who utilized far more
days of care in nursing homes than in short-stay
hospitals.

The increase in the use of outpatient psy-
chiatric ‘services is associated with reductions
in the use of inpatient psychiatric hospital serv-
ices, increases in use of new drug therapies, and
expansion of insurance benefits for outpatient
psychiatric services.

In 1975 only 11 percent of “abortions were
for women who had to cross a State line to
receive care in contrast with 13 percent in
1974, 25 percent in 1973, and 44 percent in
1972. About one-third of the abortions were for
women under age 20.

Diazepam (Valium) was the single drug most
often responsible for drug-related emergency
room visits. Alcohol in combination with at least
one other drug was the second most common
reason for drugrelated emergency room visits.

Health Care Resources

The number of physicians in the United
States increased nearly 70 percent between 1950
and 1974; the ratio of physicians to population
increased 22 percent over the same period.

A large portion of the increase in the number
of physicians is due to the increasing number
of foreign medical graduates (FMG's) practic-
ing in the United States. Nearly 20 percent of
all physicians were FMG’s in 1973.

Metropolitan areas had }arger physician-
population ratios than nonmetropolitan areas
(174 per 10,000 population vs. 7.4) and the
largest differences were between the core coun-
ties of the largest SMSA’s and the least populous
counties that were adjacent to SMSA’s (23.3 vs.
3.6) .

In 1974 the number of active, non-Federal
physicians per 10,000 population varied from
429 in the District of Columbia and 23.6 in
New York to 8.5 in Alaska and 7.8 in South
Dakota.

Dentists are more concentrated in metro-
politan areas; the dentist-population ratio was
6.7 per 10,000 population in large metropolitan
areas and 3.7 per 10,000 population in counties
which were not adjacent to SMSA’s. The high-
est dentist-population ratios were in those areas
with the highest physician-population ratios.

In 1975 the number of civilian dentists per
10,000 population ranged from 8.5 in the Dis-
trict of Columbia and 7.6 in New York to 2.9
in South Carolina and 2.6 in Mississippi.

During the past 30 years over $50 billion were
spent on. health facilities construction and mod-
ernization. While only between $3 and $4 bil-
lion of this total were derived directly from the
Hill-Burton Program, those funds appear to
have been a factor in achieving a more equi-
table distribution of the short-stay hospital bed
supply across the country.

The number of hospitals decreased from
7,845 to 7,438, and the number of hospital beds
decreased from 1.6 million to 1.4 million from
1969 to 1973. The decline in hospital beds has
been entirely within the specialty hospitals;
there has been an increase in the number of
general medical and surgical hospital beds.

vii



One of the many factors related to the rising
cost of hospital care is the increase in the num-
ber of hospital employees per patient. In 1974
there were 336 full-time equivalent employees
for every 100 patients in non-Federal short-stay
hospitals. This is about twice the number of
employees per patient as 30 years ago.

In general, the number of short-stay hospital
beds per 1,000 population was highest in the
West North Central States (5.8) and lowest in
the Pacific States (3.9).

Acute care hospital beds are not concentrated
in large metropolitan areas the way physicians
and dentists are. In 1974 there were 4.4 short-
stay general hospital beds per 1,000 people in
large metropolitan areas and 4.7 per 1,000 peo-
ple in counties which were not adjacent to
SMSA’s.

The growth of the nursing home industry
was one of the major health developments in
the past decade. There were 314 times as many
beds in nursing care homes in 1973 as a decade
earlier (1.1 million in 1973 compared with
0.3 million beds in 1963).

Nationally, there were 62 nursing home beds
per 1,000 people 65 years and over in 1973.
There were fewer than 30 per 1,000 people 65
years and over in Florida and West Virginia
.and more than 100 in Wisconsin and Minne-
sota.

Health Expenditures

During the fiscal year ending June 1976, the
amount spent for health care in the United
States totaled $139.3 billion or 8.6 percent of
the gross national product. This total health
expenditure was 14 percent greater than that
in the previous year. The average expenditure
of $638 per person was 18 percent more than
in the previous year.

Between 1950 and 1976, total health expendi-
tures rose at an average annual rate of 9.9 per-
cent. Half of this increase was due to price
increases.

Expenditures for hospital care rose more
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rapidly than those for services of physicans and
dentists. Changes in the quantity and quality of
services provided by hospitals, however, have
accounted for a little less than half of the in-
creased outlays for providing that care.

Between 1950 and 1976, an increasing pro-
portion of total health expenditures were spent
on inpatient care (i.e., hospital and nursing
home care). In fiscal year 1976 hospital care
alone accounted for 40 percent of national health
expenditures. Expenditures for nursing home
care have grown at a rate of 21 percent a year
since enactment of Medicare and Medicaid in
contrast to a 16-percent growth rate during the
previous 10 years.

Between 1965 and 1976, public expenditures
rose at nearly twice the rate of private expendi-
tures. By 1976 they accounted for more than 42
percent of all spending for health care, up from
a relatively stable 25-percent share during the
years from 1950 to 1965.

Per capita public expenditures increased from
$48 in 1965 just prior to implementation of the
Medicare and Medicaid programs to $269 in
1976, while per capita spending from private
sources during this period increased from $149
to $369.

In fiscal year 1976 public program expendi-
tures (i.e., expenditures by Federal, State, and
local governments) totaled $53.3 billion. Medi-
care and Medicaid together accounted for 62
percent of this total.

Nearly 60 percent of public program expendi-
tures, $30.4 billion, were devoted to hospital
care, with the largest amounts (both absolutely
and proportionally) being paid by the Medicare
program. Physicians’ services accounted for
$6.6 billion, or 12 percent of the total, followed
closely by outlays for nursing home care of
$5.9 billion (11 percent).

Per capita payments by the Medicare and
Medicaid programs vary among geographic re-
gions. In both 1971 and 1974 per capita pay-
ments for hospital care under Medicare were
highest in the Northeast and lowest in the



South, while per capita payments under Medi-
care’s supplementary medical insurance pro-
gram were highest in the West and lowest in
the North Central Region.

Per capita expenditures for personal health
care services increase with age. In fiscal year
1976, $1,521 was spent for each person 65 years
and over, $547 for those aged 19-64, and $249
for those under age 19.

The health expenditures for older people
were publicly subsidized to a greater extent than
those for the younger population. In fiscal year
1976 the public contribution varied from 68
percent for the elderly to 26 percent for people
under 19 years of age.

The total economic cost of illness, taking into
account the direct cost of treatment and the
losses attributed to morbidity and mortality at a
4-.percent discount rate was $189 billion in
1972. The major increase was in the direct cost
of providing care. Direct costs accounted for
39.8 percent in 1972 in contrast to 24.1 percent
in 1963. Diseases of the circulatory system ac-
counted for the largest share of total costs of
illness, one-fifth, in both years.

An estimated 163 million persons, or 78 per-
cent of the Nation’s civilian population, were
protected by private health insurance against
some portion of the cost of hospital care at the
end of 1974.

Private health insurance paid for about one-
quarter of all health care expenses in fiscal year
1976. The bulk of these payments were for hos-

pital care (62 percent) and physicians’ services
(30 percent).

The proportion of people having private in-
surance coverage in 1974 increased with income,
rising from 37 percent for the lowest income
group (less than $3,000) to more than 90 per-
cent among families with incomes of $15,000.
or more.

Historically, medical care price increases have
exceeded the increases registered by the total
Consumer Price Index. Between 1950 and 1976
medical care prices increased 3.4 times while the
Consumer Price Index increased 2.4 times.

The imposition of price and wage controls
under the Economic Stabilization Program from
August 1971 to April 1974 reduced the rate
of health care inflation to less than two-thirds
the rate of the previous 2 years. Large increases
in medical care prices followed expiration of
the program. '

The 1972 average total cost per resident day
in nursing homes was $15.63, about 59 percent
of which was labor expenses. The Northeast Re-
gion averaged substantially higher costs and
charges than other areas.

The average net income of dentists in 1972
was $34,455.

Between 1969 and 1974, physicians’ net in-
comes rose at an average annual rate of 5.2 per-
cent from $39,727 to $51,224; fees for an initial
office visit rose an average 8.8 percent per year,
and expenses rose 10.7 percent per year.
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CHAPTER |

Elderly People: The Population
65 Years and Over?

Americans are living longer today than ever
before in history. Mortality rates among the
elderly have been declining during the past sev-
eral years. Even without further reductions in
mortality, persons currently reaching their 65th
birthday will, on the average, live 16 more years.

It would be a mistake to think of the elderly
as a homogeneous population. As a group they
are more likely than younger people to suffer
from multiple, chronic, often permanent con-
ditions that may be disabling. Despite that, the
majority are living active lives and are able to
remain in their own households. The propor-
tion of the population with health problems in-
creases with age and a minor health problem
that might be quickly alleviated at younger ages
tends to linger, but the range in health status is
just as great in this group as in any other.

Aging is a process that continues over the en-
tire lifespan at differing rates among different
people. The rate of aging varies among popu-
lations and among individuals in the same popu-
lation. It varies even within an individual be-
cause different body systems do not age at the
same rate.

= Prepared by Mary Grace Kovar, Division of Analysis,
National Center for Health Statistics.

NOTE: Unless otherwise noted, data in this chapter
are from the ongoing data-collection systems of the Na-
tional Center for Health Statistics (NCHS). This is the
first publication of many recent statistics from NCHS; other
data have been published in the Vital and Health Statistics
series. Bibliographic citations are given for all publications
which do not originate from NCHS.
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There are, therefore, no biological reasons
for defining the “elderly” in terms of a specified
calendar age. The reasons for using age 65 to
mark the beginning of old age are mostly social
and legislative. Private retirement plans, Social
Security, and many other programs that affect a
person’s way of life take effect at age 65. This
may change in the future in response to social
pressures. At present, however, 65 years and over
is generally accepted for use in programs relat-
ing to aging and is used to define the elderly
population in this chapter.

Interest in how older people fare has grown
in recent years, partly because of their rapid
increase both in absolute numbers and in their
proportion of the total population. Also, interest
in their utilization of health services has
mounted because of the escalating costs of medi-
cal care and the growing proportion of these
costs paid out of public funds. As a result, aware-
ness of their health status, needs for health care,
and utilization of services has intensified.

POPULATION
CHARACTERISTICS

Planning for the health needs of a Jarge num-
ber of older people is a relatively recent concern
that will remain with us in the foreseeable fu-
ture. In 1900 there were only 3.1 million people

3



65 years and over in the United States. By 1940
the number had tripled to 9.0 million, and in
the next 25 years it doubled. In 1965, just before
Medicare was instituted, there were 18.5 million
people 65 years and over in the United States,
and by 1975 there were 22.4 million elderly
people. According to the most recent population
projections, there will be about 31.8 million el-
derly people by the year 2000, and by 2030, as
the last of the post-World War Il baby boom
population attains age 65, there will be 55.0 mil-
lion (Census Bureau, 1977). These projections
may be underestimates. Since mortality rates
are currently declining at all ages, the number
of people surviving into old age could be
greater.

Within the age group 65 years and over, the
proportion of people aged 65-74 is getting
smaller, while the proportion 75 years and over
is getting larger. This trend is expected to con-
tinue at least until the end of the century. In
1900 the proportion of the elderly who were 75
years and over was 29 percent; by 1970 it was 38
percent. By the year 2000 it is expected that
about 45 percent of the population 65 years and
over will be 75 years and over (Census Bureau,
1977). The proportion of the elderly who are
75 years and over is tremendously important in
evaluating health status and estimating needs for
health care. The prevalence of chronic diseases
and impairments and the utilization of medical
services which increase with age increase more
rapidly beginning at about age 75. Thus as a
group the people 75 years and over need more
medical care and home services if they are to
continue to lead active lives.

The sex ratio (i.e., number of men per 100
women) is very low in the elderly population
because death rates at every age are higher for
men. For every 100 women, 105 men are
born. Among people 65 years and over, however,
there are only 69 men per 100 women. The
ratio decreases from 77 men per 100 women at
ages 65-74 to only 48 men per 100 women at 85
years and over.

The sex ratio among the elderly has changed
radically within the last few decades. In 1960
the sex ratio for people 65 years and over was 83
men per 100 women (Census Bureau, 1976a).
Since then, however, people who were part of
the great immigration waves before World War
I, in which the proportion of men relative to
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women was large, have mostly died. Addition-
ally, the increase in life expectancy over the past
decades has been greater for women than for
men. The difference between the sexes in life
expectancy at birth was only 2.0 years in 1900
but 7.8 years in 1975.

Many people in this age group rely on long-
term institutional care at some point. According
to the 1970 census, 5 percent of the people 65
years and over were residents of institutions, and
by 85 years and over, 19 percent were residing in
institutions at any given time (Census Bureau,
1973). The risk of being institutionalized at
some point is high.

Still, at any given time the vast majority (95
percent) of the elderly are not in institutions.
Most remain in their homes. In fact, in the past
decade the proportion of the elderly maintaining
their own household has increased and the pro-
portion classified as living with “other relative”
(i.e., residing in families of which they are nei-
ther the head nor the wife of the head) has de-
creased. Of the 21.3 million elderly not in insti-
tutions in 1975, some 5.8 million lived alone,
11.4 million were married and living with a
spouse, and 4.1 million lived with other relatives
or nonrelatives. The most common marital
status among elderly men was to be married
with the wife present (77 percent). The most
common marital status among women was
widowhood (51 percent); only 38 percent of
elderly women were married with the husband
present.

Elderly women were far more likely than
elderly men to be living alone. Thirty-six per-
cent of women 65 years and over and 41 percent
of women 75 years and over were living alone
in 1975, in contrast to 14 percent of men 65
years and over and 18 percent of men 75 years
and over (Census Bureau, 1976a).

Financial difficulties also may beset elderly
people. In 1974, men 65 years and over had a
median income of about $4,500, which was near-
ly double the $2,400 median income of women
the same age. Elderly people living alone or
with nonrelatives had very low incomes; the
median was $3,400 for men and $2,900 for wom-
en (Census Bureau, 1976b). Thus maintaining
a household rather than moving in with relatives
is often financially difficult even with Social
Security benefits, the major source of cash for
about 7 out of 10 elderly beneficiaries living



alone. Maintenance of a household is especially
difficult for elderly women since they often have
little income and are more likely than elderly
men to live alone.

Finally, older people, like younger ones, are
likely to be living in metropolitan areas. Two-
thirds (68 percent) of the 21.3 million non-
institutionalized elderly live in counties classi-
fied as metropolitan. Another 11 percent live
in urbanized counties, and 21 percent live in
counties which have an urban population of less
than 20,000 people. The relative distribution is
the same for those aged 65-74 and those 75 years
and over.

This chapter focuses on three of the demo-
graphic characteristics discussed above—age, sex,
and geographic distribution. Where needed,
occasional references are made to other char-
acteristics, such as income, but the Medicare and
Medicaid programs along with coverage under
private health insurance plans have decreased
the financial barriers to many kinds of medical
services. For those services, income no longer
determines utilization. The change in utiliza-
tion is documented where data are available.

Age and sex are biological characteristics as-
sociated with an individual’s health, need for
medical care, and utilization of services. Geo-
graphic area is associated with patterns of health
care delivery and the availability of medical re-
sources. Thus focusing on these three variables
may throw some light on how characteristics of
the individual and of the medical care system
determine the older population’s use of medical
care.

TRENDS IN HEALTH
Mortality

Mortality rates, the oldest and still most
widely available measure of health, have de-
clined considerably for older people. From 1950
to 1975 the death rate for people 65 years and
over declined by 13 percent. Most of this decline
has been recent; the rate has decreased by 11
percent since 1965 (table A). In 1965 there
were 6,118 deaths per 100,000 people 65 years
and over; in 1975 there were 5,432.

The decline in death rates over the 25 years

has actually been much greater for each 10-year
age group. From 1950 to 1975 death rates for
each age group declined by more than 20 per-
cent. From 1965 to 1975 rates declined by 16
percent for people aged 65-74, by 10 percent for
those aged 75-84, and by 25 percent for those 85
years and over. All of the decline in death rates
for the oldest group has occurred since 1965.

Death rates have been consistently higher
among elderly men than women, and the mor-
tality differential is widening. At the turn of the
century the death rate for men 65 years and
over was 6 percent higher than that for women
(Linder and Grove, 1943). By 1950 the death
rate for elderly men was 27 percent higher than
that for women. It was 41 percent higher by
1965 and 47 percent higher by 1975.

Life expectancy at age 65 increased more be-
tween 1950 and 1975 than during the first 50
years of this century. In 1900 people age 65
could expect to live 11.9 years longer; in 1950
they could expect to live 13.8 years longer. Ex-
pectation of life at age 65 increased by 0.8 years
from 1950 to 1965 and by an additional 1.4
years from 1965 to 1975. Thus by 1975 a person
could look forward to 16.0 more years of life
after a 65th birthday.

The gain is not distributed equally; most of
it is among women. Between 1965 and 1975
white women age 65 gained 1.8 years and other
women 2.0 years. White men gained only 0.8
years and other men 1.1. In 1975 white women
age 65 could expect to survive for another 18.1
years and other women for 17.5 years, but men,
regardless of color, for only 13.7 more years.

Substantial declines in two of the three lead-
ing causes of death, heart disease and cerebro-
vascular disease, account for most of the decrease
in mortality of the elderly (table B). The 1975
death rate for heart disease, the leading cause
of death, was 84 percent of the rate 25 years be-
fore. The death rate for cerebrovascular disease
was 79 percent of the 1950 rate. The decline in
the death rate for heart disease alone accounted
for 55 percent of the overall decline in mortality
among the elderly from 1950 to 1975 and 61 per-
cent of the decline from 1965 to 1975.

In contrast, the death rate for cancer, the
second leading cause of death, has increased
slowly over the years. In 1975 about 961 in
every 100,000 people 65 years and over died
from cancer. Ten years earlier the rate had been
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Table A. Death rates for persons 65 years and over by sex, color, and age, and expectation of life at age 65 by sex and color:
United States, 1950, 1965, and 1975

(Data are based on the National Vital Registration System)

Sex, color, and age 1950 1965 1975
Deaths per 100,000 population
Both sexes 65 years and over

Total, 65 years and over 6,270.3 6,118.3 5432.4

6574 YEArS ... e e 4,104.3 3,790.3 3,189.2
75-84 years 9,331.1 8,192.7 7,359.2
85 years and over 20,196.9 20,199.7 15,187.9
White, 65 years and over 6,260.1 6,106.8 5442.7

65-74 years 4,023.1 3,667.1 3,107.2
75-84 years 9,416.5 8,287.0 7,384.0
85 years and over 20,678.6 20,982.5 15,707.5
All other, 65 years and over . 6,414.6 6,261.0 53236

65-74 years 5,205.0 5257.0 3,970.7
75-84 years 8,039.7 7,0195 7,076.1
85 years and over ... . 14,473.6 12,345.3 10,102.9

Male

Total, 65 years and over 7,053.3 7,316.1 6,702.7

65-74 years 4,931.4 5,046.4 4,4145
75-84 years 10,426.0 9,823.2 9,519.4
85 years and over 21,636.0 21,2789 17,572.6
White, 65 years and over 7,052.3 7,316.2 6,735.3

65-74 years 4,864.9 4,929.5 4,3558
75-84 years ... 10,526.3 9,9746 9,608.1
85 years and over ... ... 22,1163 22,2434 18,257.9
All other, 65 years and over ..... 7,066.3 7,326.5 6,399.4

65-74 years 57949 6,382.7 4,970.8
75-84 years .. 9,029.6 8,132.8 8,604.9
85 years and over . 16,022.1 13,070.7 11,693.8

Female

Total, 65 years and over 5,568.7 5,189.8 4,550.9

6574 YRArS . .o e e s 3,3332 2,768.9 2,2470
75-84 years ... 8,399.6 6,998.5 6,030.4
85 years and OVer ... ot e . 19,194.7 19,526.4 14,0314
White, 65 years and over ... 5,554.9 51754 4,554.6

65-74 years ... ... 3,242.8 26443 2,152.8
75-84 years 8,481.5 7,064.7 6,034.7
85 years and over . ... i 19,679.5 20,213.2 14,494.1
All other, 65 years and over ... .. 5,769.1 5,362.2 45113

65-74 years ... . ... 4,610.7 4,291.0 3,172.0
75-84 years ... ... 7,064.7 6,0925 5,978.5
85 years and OVEr .. ... e 13,366.8 11,794.4 9,177.3

Expectation of life at age 65

Total 138 146 16.0

White male 128 129 13.7
All other male 12.8 126 137
White female 15.0 16.3 18.1
All other female 145 155 175

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. li, for data years 1950
and 1965, Washington, U.S. Government Printing Office; and for 1975, Health Resources Administration, DHEW, Rockville,
Md.,, to be p